Objectives-To assess the characteristics of consecutive patients referred from general practice with the presenting disorder of chest pain or palpitations, and to determine the outcome at six months and three years. Setting-A single consultant teaching hospital cardiac clinic receiving new referrals from a health district. Design-94 consecutive referrals by general practitioners to a cardiac clinic with the presenting disorder of chest pain or palpitations were assessed at first attendance (research interview, cardiologists' ratings, systematic medical case note information), home interview six months later, and by a postal questionnaire at three years. Outcome measures-Physical and psychological symptoms, limitation of activities, satisfaction with care, and use of health care resources. Results-39 patients were given a cardiac diagnosis and 51 patients were not given a cardiac or other major physical diagnosis. The non-cardiac group was more likely to be young women, and to report other physical symptoms and previous psychiatric problems. The cardiac and non-cardiac groups reported progressive improvement in presenting symptoms and disability at the six months and three year follow up, but little change in mental state. Even so, three quarters of the noncardiac subjects described continuing limitation of activities, concern about the cause of their symptoms, and dissatisfaction with medical care. Conclusions-A substantial proportion of the consecutive referrals continued to describe symptoms and disability throughout the three years after clinic attendance. Outcome was poor for those who had negative investigations and were reassured that they had no cardiac disorder or other serious physical finding. These results have implications for defining the role of psychological assessment and for the formulation of cost effective clinical measures to (a) minimise disability associated with cardiac disorder; and (b) prevent and treat handicaps in those without major physical diagnoses.
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(Br Heart J 1994;72:548-553)
Reports of chest pain and palpitations are the most common reasons for referral from a general practice to cardiac clinics. Patients not given a cardiac diagnosis are known by clinicians to be difficult to manage. In particular, there is consistent evidence that patients with chest pain who are found to have normal coronary angiograms have a poor outcome and continue to report persistent symptoms, disability, and continuing concern about heart disease.' Less is known about the much larger number of patients with non-cardiac chest pain who are seen in cardiac clinics but do not undergo angiography,2" and especially about patients who are reassured that their palpitations are not medically significant.4 There is therefore a need for further research directed to improving the differential diagnosis of noncardiac disorders, the recognition of those who might benefit from extra treatment, and to the development and evaluation of treatments suitable for use with large numbers of patients in routine clinical settings. This paper describes the assessment and management of a cohort of new patients referred to a district hospital cardiac clinic and reports their symptomatic and functional outcome at six months and three years. Findings for those with and without cardiac disorders are compared, and issues relating to patients thought not to have heart disease are discussed: (a) Fifty one (54%) were given no physical diagnosis (non-cardiac group). Most of those with cardiac diagnoses, but few of the non-cardiac patients, were offered continuing clinic follow up.
CARDIAC GROUP
The cardiologist diagnosed heart disease in 39 patients, 31 (79%) with angina (24 definite and seven probable) and eight (21%) with paroxysmal arrhythmias (six definite and two probable). Three patients had posed major non-medical management difficulties; one had refused further appointments, one was angry at being told that an operation was not required, and the third had multiple physical, psychological, and social difficulties. scores. At three years there had been no deaths and further overall clinical improvement (table 3). Four patients had had angiography since the six month assessment, and six had had an operation; one patient was awaiting coronary artery surgery. Seventy per cent were taking regular drugs for angina.
A fifth of the thirty one patients (78%) who completed follow up questionnaires were symptom free and two fifths were not limited. Although most were satisfied with their progress and medical care, a fifth (six patients) described considerable distress and frustration at the effects of their symptoms on their everyday lives (figure).
NON-CARDIAC GROUP
Fifty one patients were given no major physical diagnosis. Although all were new referrals to the clinic, many had already received considerable medical care for their symptoms (table  1) . Thirteen (25%) had previously attended hospitals during the current episode, six (12%) had been told by their general practitioners that they had heart disease, and 20 (40%) were being treated with cardiac drugs. Five patients had had previous prolonged periods of chest pain or palpitations, during which four had definitely been told they did not have heart disease.
We rated the presenting symptoms as less limiting than those of the cardiac group (figure) (1 1 patients) ; oesophageal reflux or spasm (three patients); cervical spine disorders (one patient); infections (two patients). They also often rated hyperventilation (26%) and psychological factors (33%) as probable contributing factors.
All 18 patients with the primary disorder of palpitations were rated by the cardiologist as being abnormally aware of cardiac rate or rhythm, six of sinus tachycardia, and 12 of ventricular ectopics. They rated psychological factors as important in seven (39%). Thirteen (33%) of those with chest pain were given research psychiatric diagnoses (nine major depression and four anxiety disorders). Nine (50%) of those presenting with palpitations were given research psychiatric diagnoses (eight with panic disorder and one major depression).
Outcome Outcome over the three year follow up was disappointing, with many patients reporting continuing symptoms, emotional stress, limitations of everyday activities, and concern about heart disease (tables 2 and 3). At 6 months only five (10%) were still attending the clinic; four were still receiving cardiac drugs. The 46 (90%) patients who were reinterviewed were no more likely than the cardiac patients to report improvement in their presenting symptoms (figure) or in their mood or hyperventilation scores, and the effects on everyday life remained considerable (table 2) . Many patients were markedly dissatisfied with medical care in general practice (n = 25, 54%) and hospital (n = 16, 35%), particularly reporting that they had not been given adequate explanations for their continuing symptoms. They remained worried that the symptoms were due to cardiac or other serious physical causes. There were few differences between those who had presented with chest pain and those with palpitations, although the former reported more social disability.
At three years there had been no deaths and a further improvement in symptoms and functional capacity ( We report a prospective and consecutive series of referrals from general practitioners to a single cardiologist providing a mainly district service. The findings have implications for the systematic development and evaluation of improved services. Our study has the advantage of reporting outcome for patients receiving usual care in a routine cardiac clinic, the only change from normal clinical procedure being the one page research assessment form on which the cardiologist recorded clinical diagnosis, possible aetiological factors, and the role of hyperventilation and psychological factors. The main disadvantages are the subjective nature of the cardiological assessment (and of the "reassurance" given) and the lack of precise diagnostic criteria or systematic investigation, and uncertainty about whether the findings are representative. We believe our findings are consistent with published data, typical of the hospital's four consultant clinics, and also accord with wider clinical experience, but they will need to be repeated and extended in further systematic multicentre research.
CLINICAL IMPLICATIONS FOR THOSE WITH CARDIAC DIAGNOSES
The clinical outcome of these patients was encouraging. Patients felt reassured, even relieved, to have been given a definite diagnosis and authoritative advice and treatment. Two potentially avoidable problems were apparent (a) lengthy waiting lists for angioplasty and on operation caused distress and resulted in serious work and other practical difficulties; (b) a minority either did not comply with medical advice or described "disproportionate" limitations of their everyday lives. Such difficulties might be prevented or reduced by early recognition and the provision of extra help (information, advice, exercise training, or psychological intervention) in the cardiac clinic, rehabilitation unit, or in primary care.
SIZE OF THE PROBLEM OF NON-CARDIAC DISORDERS
More than half of the new referrals presenting to a cardiac clinic with either chest pain or palpitations did not receive a major physical diagnosis. Despite reassurance, most of these patients described continuing symptoms, disability and distress six months and three years later. These findings for consecutive attenders are consistent with other evidence for more selected patients with non-cardiac chest pain' I' and provide evidence of a similarly poor outcome for those with palpitations. The continuing management of the patients poses a considerable problem in primary care.
CHARACTERISTICS OF PATIENTS WITH NON-CARDIAC PAIN OR BENIGN PALPITATIONS
We have previously argued that functional somatic symptoms, such as persistent noncardiac chest pain and benign palpitations, are of multicausal aetiology and that patients misinterpret minor physical pathology or the physiological consequences of autonomic arousal as evidence of heart disease.' 11 Misinterpretation is most likely in those who are predisposed by a hypochondriacal disposition, are worried about life stresses, have personal knowledge of heart disease in their own family or in other people, or have a psychiatric disorder. Patients fears are likely to be exacerbated and maintained by the delay in establishing a diagnosis. By the time they are given a specialist opinion, a patient may have been given a provisional diagnosis of heart disease in general practice and been prescribed cardiac drugs during a long wait for a specialist appointment and any subsequent investigation. Such delay and uncertainty inevitably increases anxiety (and its associated physical symptoms) and reinforces concern about heart disease.
It is apparent that the cardiologists implicitly used this model as minor physical factors, excessive awareness of cardiac rhythm, hyperventilation, and psychological factors were rated as aetiological factors in most patients. The application of this diagnostic formulation was clearly more straightforward in those with palpitations, where the association between anxiety and excessive awareness of rhythm is often clearer, than for chest pain where the role of physical factors over a period of months or even years is more complex and clinically more difficult to establish.
Despite the different aetiology, there were marked similarities between patients diagnosed as having heart disease and the noncardiac group. In particular, there was no systematic difference in mental state. This means it will not be possible to 
